Aims and objectives: To explore nurses' and healthcare professionals' perceptions of spiritual care and the impact of spiritual care training on their clinical roles.
| INTRODUCTION
The importance of meeting patients' spiritual needs has been highlighted internationally (Paal, Leget, & Goodhead, 2015) and is enshrined in standards for end-of-life care (NICE, 2017) . Whilst this is acknowledged as key to patient care, many nurses and healthcare professionals do not feel sufficiently prepared to provide spiritual care and lack both skills and confidence to do so. The need for training in spiritual care provision has been identified (Paal et al., 2015) , and in recognition of this, the Spiritual Care Group of Cheshire & Merseyside
Palliative & End of Life Care Network developed the "Opening the Spiritual Gate" (OSG). This qualitative paper reports the findings of an independent evaluation of this course and the impact on participants' ability to deliver spiritual care in clinical practice.
| Background
Discussions abound within the literature regarding how religiousness and spirituality are conceptualised. Holloway, Admanson, McSherry, and Swinton (2011) consider religiousness as the participation in rituals and activities of traditional religion; spirituality is a personal subjective experience, often with a need to find answers to questions regarding the meaning of life and death. Positive associations between spiritual awareness and emotional and mental health may be apparent; having spiritual or religious belief can help people to cope and find meaning and gain peace of mind at their approaching death (O'Brien & Clark, 2015) . Providing spiritual care at end of life is fundamental to the delivery of quality care (Selby, Seccaraccia, Huth, Kurppa, & Fitch, 2017) . Patients with unmet spiritual needs are at increased risk of poorer psychological outcomes, diminished quality of life, reduced sense of spiritual peace and increased risk of depression (Pearce, Coan, Herndon, Koenig, & Abernethy, 2011) .
The responsibility of all healthcare workers to address patients' and families' spiritual needs has been stressed, as has the importance of including spiritual needs in individual care planning, and explicit standards exist for the spiritual care of end-of-life patients and their families into bereavement (DoH 2008; Leadership Alliance 2014; NICE, 2017; Neuberger, 2013) . For this study, we adopt the definition of patients "approaching the end of life when they are likely to die within the next 12 months" (Leadership Alliance for the Care of Dying People, 2014;106).
Patients are appreciative when nursing and healthcare professionals (HCPs) pay attention to their existential concerns and spiritual needs (van de Geer et al., 2016) . The significance of training, for palliative care professionals and volunteers, in identification of spiritual needs and provision of spiritual care, has been reiterated (Paal et al., 2015) . Going further, Selman et al. (2017) suggest that all staff should be at ease with, and capable of providing, a basic level of spiritual care.
When asked, patients state they expect clinical staff to be interested in them as individuals and address their spiritual issues in a straightforward and accepting manner. There is an association between spiritual needs and satisfaction with care, with patients reporting lower satisfaction with care and lower quality of care, when their spiritual needs are unmet (Astrow, Wexler, Texeira, Kai He, & Sulmasy, 2007; Yardley, Walshe, & Parr, 2009 ). Dutch researchers demonstrated how spiritual care training for HCPs impacts positively on patient-reported outcomes in palliative care (van de Geer et al., 2016 ). Yet, in Portugal, Caldeira, Carvalho, and Vieira (2013) identified a lack of clarity regarding spiritual distress and the absence of an agreed definition for spirituality as barriers to the delivery of spiritual care by nurses. Holloway et al. (2011:37) have called for "greater conceptual clarity" regarding spirituality and spiritual care, but have questioned the need for continued searching for a common meaning, or definition, of spirituality. Selman et al. (2017) , in a focus group study involving 74 patients and 71 caregivers across nine countries, highlight that patients have wide-ranging spiritual concerns that span existential, psychological, religious and social domains; however, spiritual care was lacking mainly as a result of HCPs regarding it as a low priority.
Nurses and healthcare professionals do not feel prepared, or sufficiently educated, and lack confidence competence and skills, to address spiritual issues with patients; many are unsure whether it is actually part of their role (Best, Butow, & Olver, 2015; Holloway et al., 2011; McSherry & Jamieson, 2013) or feel that others could fulfil the role better than them (Selby, Seccaraccia, Huth, Kurrpa, & Fitch, 2016) . A Canadian study, involving 16 patients with advanced illnesses and 21 HCPs involved in their care, identified that challenges in recognising spiritual distress amongst HCPs can hinder their ability to provide meaningful spiritual care (Selby et al., 2017) . Furthermore, Minton, Isaacson, Varilek, Stadick, and O'Connell-Persaud (2017) identified a need for staff to be competent and confident to initiate potentially uncomfortable conversations with patients and their families. Clearly, there are implications for patient care if HCPs do not feel competent to attend to their patients' spiritual needs. However, the type of training provided requires some consideration. Daudt, Archangelo, and Duquette (2018) evaluated the impact of a spiritual education programme for staff and volunteers on improving practice and bringing about cultural change at a Canadian hospice. Although changes to practice in the organisation were noted, some What does this paper contribute to the wider global clinical community?
• There are clear implications for patient care if nurses and healthcare professionals do not feel able to attend to their patients' spiritual needs at end of life.
• After undertaking training in spirituality, nurses and healthcare professionals reported increased skills in managing spiritual needs and communicating with patients about spiritual matters.
• Spiritual care training can address nurse and healthcare professionals' lack of confidence in delivering spiritual care, but this must be evaluated for impact on practice.
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| 183 participants were critical of the programme and questioned its value (Daudt et al., 2018 (Paal et al., 2015) . Amongst other things, the OSG course aims to increase awareness of spiritual and religious needs and facilitate recognition of spiritual distress. Course participants are guided on how to communicate about spiritual issues with patients using a simple model, the Simple Skills Secrets (Jack et al., 2013) , how to document the essence of existential concerns and create an action plan to take back into the workplace, and are directed to resources about specific religious rites and rituals.
This endeavours to engender a sense that spirituality is everyone's concern and encourage discussions about spirituality and religion with patients and their families. To determine whether the OSG course has had an impact on how nurses and healthcare professionals manage their patients' spiritual needs, this independent evaluation was undertaken. None of the course design or delivery team had any involvement in data collection or analysis.
| THE STUDY

| Aim
The aim of this study was to explore nurses' and healthcare professionals' perceptions of spiritual care and the impact of spiritual care training on their clinical roles.
| Design
The study explored the impact of the spiritual care training on nurses' and HCPs' clinical practice; therefore, a qualitative approach was employed. This facilitated exploration of participants' views and experience of the training and provided insight into how they had used the skills within their everyday role (Polit & Beck, 2017) .
COREQ guidelines (Tong, Sainsbury, & Craig, 2007) have been adhered to in the reporting of this study.
| Sample/participants
The OSG course has been run over multiple sites in North West England and latterly in latterly in South West England. All course attendees from 2015-2017 were advised of the independent evaluation and provided their email contact details to the course team. A flyer to assess interest in participating in the study was sent electronically to all attendees who were between 3-18 months postcourse, thus allowing adequate time to reflect on clinical practice.
We estimated a sample size of 20-30, to draw upon the different professional and geographical groups; the final sample was determined with data saturation (Polit & Beck, 2017) .
| Data collection
Data were collected using digitally recorded telephone interviews, popular in health research, offering logistical solutions and flexibility, particularly for participants across wide geographical areas (Irvine, 2010; Musselwhite, Cuff, McGregor, & King, 2007) . Interviews were conversational in style allowing exploration of areas highlighted by participants (Polit & Beck, 2017) .
| Ethical considerations
University Faculty Research Ethics Committee (SC27) approval was obtained; standard ethical and research governance procedures were followed. Verbal consent was obtained at the start of telephone interviews (Irvine, 2010 ).
| Data analysis
The transcribed data were analysed using an iterative thematic approach incorporating a number of stages to systematically organise, reduce, refine and ultimately analyse the data (Braun & Clarke, 2013) . Themes were therefore derived from the data.
| Rigour
To enhance rigour, one researcher (KK) read all transcripts in full noting similarities and differences within the data to develop initial codes; a sample of transcripts was then independently reviewed by two other researchers (BJ, MOB) (Saks & Allsop, 2007) . A final coding scheme was agreed by the team which led to identification of themes and subthemes.
| FINDINGS
Thirty-six people responded expressing interest and 21 participated in the study, 12 from North West England and 9 from South West England. Participants represent a range of generalist and specialist nursing and healthcare roles, from healthcare assistants to consultants, in hospital, care home, hospice and community settings (see Table 1 for brief demographic details of the participants). This notion of spirituality being distinct from religion was epitomised by one respondent who understood spirituality as being intimate and unique to the individual.
I think a lot of people equate spirituality with religion, and they're two separate things, and I think spirituality, for me, is more a personal thing, it's more individ- Furthermore, participants acknowledged that they were now able to appreciate that patients' distress, which can be manifest in psychological symptoms, could actually result from outstanding family issues.
Sometimes the spirituality will sort of manifest as somebody who has an unresolved family conflict or something like that that is affecting them psychologically, and as they're approaching their sort of end of life, they want to resolve things. OSG9 Furthermore, they adopted reflective listening skills, acknowledging that it was not always necessary to "fill the gaps" (OSG16) in a conversation which allowed patients time to really express themselves.
| Communication skills
It was apparent that many participants had experienced previous So it's how we approach the subject, normalising the conversations. OSG11
| Not having the answers
Whilst many participants commented on the skills acquired from the training, which helped them to recognise and manage spiritual distress, many also highlighted that following the course they felt better able to handle situations where answers to patients' questions could be difficult.
I think the training has really sort of helped me to deal with those sort of difficult questions, knowing that you don't have to answer them. OSG10
Certainly now I feel confident that I don't have the answers and just allowing patients or relatives the time and space for that is my role. OSG19
There was a distinct sense that, following the training, participants were able to accept that they were not expected to "fix"
things; instead, they could use their skills to enable patients to think through solutions that would work for them.
Often when you're listening to patients, we're not meant to fix everything, but it's trying to invite them to make the plan. I do think that's very good -not putting our agenda on them, not giving them advice, trying to draw them to the place where they answer their own [questions]-empowering them, really, isn't it?. OSG16
| Going beyond the physical
Postcourse, there was realisation that an essential aspect of providing holistic care was to ensure that participants addressed more than just the patient's physical well-being. This involved a change of consciousness for some, such as this participant, who worked in a care home for people with dementia, who had previously focused efforts on the relief of physical symptoms.
As a general nurse I've always been trained that you either give it a pill, cut it out or put a bandage on it and it's sorted and to be fair I've never really thought of the spiritual aspect of people and their mental well- Through an appreciation that patients may have some measure of spiritual need, this participant was then able to assess for it as easily as assessing for physical need.
I think, by recognising everybody has a degree of spiritual need, you are automatically looking for it as much as you're looking for physical symptoms in each patient consultation. OSG13
Additionally, respondents commented that spiritual distress could present as physical symptoms which do not respond to treatment; using the skills gained, participants now understood how they might alleviate physical effects by addressing outstanding spiritual needs.
Because your spiritual and your psychological needs can have a massive effect on your symptoms and your anxiety and it can come out as physical and if you can address somebody's spiritual needs that might help them physically. OSG18
| DISCUSSION
Participants in this study commented that they had struggled to properly recognise spirituality and were often uncertain of the difference between religion and spirituality (Selby et al., 2017) . This uncertainty had impacted on their ability, in clinical practice, to identify and meet patients' spiritual needs and could lead to them avoiding spiritual issues concentrating instead on purely physical concerns which they viewed as their role.
There was recognition, following the OSG, that although used synonymously, spirituality and religion were distinct from one another. Being mindful of that distinction is vital if nurses and HCPs are to be confident working within a broad concept of spirituality in practice. Within this far-reaching concept of spirituality, our participants were eager to concentrate on what was important to patients and their families, be that religion, spirituality or something else. This reflects being open to the "individual nuances of personal spirituality" (Holloway et al., 2011; 37) and fits with the recommendation of discontinuing the search for a single definition of spirituality (Holloway et al., 2011) . Having this understanding will help to address the need for spiritual care to be patient-led (NICE, 2017), planned and delivered in a fashion tailored to patient needs (Pearce et al., 2011) .
People approaching end of life have various preferences concerning who provides them with spiritual care and are appreciative of both specialist and nonspecialist healthcare providers (Selman et al., 2017) .
The most appropriate person to support a patient, spiritually, should depend on the patient's individual circumstances and wishes (Selman et al., 2017) , which negates the argument put forward by some nurses and HCPs that spiritual care is not part of their role (Balboni et al., 2014) . It is suggested that any staff involved with patients towards the end of life should have at least a basic understanding regarding the provision of spiritual care (Selman et al., 2017) ; it is not the sole responsibility of chaplaincy or specialist staff. Without attention to the spiritual in practice, palliative or end-of-life care cannot be truly holistic care (Bush & Bruni, 2008) .
It was evident that prior to the OSG participants felt unprepared to engage in meaningful conversations of a spiritual nature with patients, which echoes findings elsewhere (Best et al., 2015; Candy et al., 2012; Holloway et al., 2011; McSherry & Jamieson, 2013; Selby et al., 2016) . Staff can be afraid to initiate conversations concerning spirituality (Minton et al., 2017) ; our participants reported similar fears but following the OSG concerns surrounding such discourse were significantly reduced. Participants also felt more confident in picking up signals that patients, or their families, were ready for conversations concerning spirituality (Baldacchino, 2015; Minton et al., 2017) . Caldeira et al. (2013:83) refer to spiritual distress as a state that "corresponds to a person's response to health and life processes."
Following the OSG training, participants felt better able to recognise when spiritual distress may be evident. There was understanding that numerous factors could cause spiritual distress and it may even manifest as physical symptoms, which reflects the notion of looking beyond the patient and recognising the person within (Goodrich & Cornwell, 2008) .
There is potential for nurses and HCPs to neglect spiritual care in practice because of a perceived lack of skills to respond to patients' questions (Minton et al., 2017) . However, participants
were reassured by the knowledge that solutions to patients' problems may not always exist and silence is acceptable as it allows patients time to think deeply (Minton et al., 2017) . Additionally, participants gained in confidence from knowing that they were not expected to "fix" everything, as nurses and HCPs are wont to do (Selby et al., 2017) , or be able to answer every question patients posed. The importance of listening (Minton et al., 2017) was highlighted as well as active listening, where nurses and HCPs are led by the patient, taking their cues from them, which may reduce the risk of missing the opportunity to provide spiritual care (Selby et al., 2017) .
The OSG course encouraged participants to be aware of the need to deliver care in a holistic manner, which includes an appreciation of the patient's spirituality (Bush & Bruni, 2008) . Nurses and healthcare professionals, in this study, felt encouraged to appropriately document patients' spiritual needs and share this information with the multidisciplinary team. In this way, spiritual needs are viewed in a similar manner to physical needs and are documented and reported on; overlooking spiritual issues has the potential to result in the delivery of impaired holistic care (Baldacchino, 2015) .
The range of professions represented by our participants reflects the notion that it is the responsibility of all healthcare staff, not just those involved in end-of-life care, to ensure the provision of holistic care that includes a focus on spirituality (DoH 2008; NICE, 2017; Paal et al., 2015) . Course participants felt that they learned from each other, drawing on each other's experience. There was a suggestion that the title of the course could act as a deterrent for some individuals who might mistakenly imagine that the focus was purely on religion. However, once participants became familiar with the meaning of spirituality, as it applied to the course, it was suggested that the OSG should be mandatory for all hospital staff, which echoes the EAPC taskforce, which stressed the need for training for staff and volunteers to identify spiritual needs and provide spiritual care (Paal et al., 2015) .
| LIMITATION S OF THE STUDY AND RECOMMENDATIONS FOR FURTHE R RESE ARCH
The study was retrospective with only one data collection time point; this must be considered as a potential limitation. Having a longitudinal design with pre-and postcourse interviews, to see whether the skills were still being used, would be worthwhile, although the timescale, from 3-18 months postcourse completion, does indicate some confidence in the ongoing usage. Additionally, further research with patients and families would be invaluable to assess the impact in clinical practice.
| CONCLUSION
The aim of the study was to explore nurses' and healthcare professionals' perceptions of spiritual care and the impact of spiritual care
training on their clinical roles. The OSG course is clearly effective in the preparation of nurses and HCPs to provide patient-led and individualistic spiritual care. Supporting patients as they approach the end of life needs a skilled workforce; acknowledging that spiritual care is as important as physical care, and having the skills to address it, is central to ensuring that the best holistic care is provided.
| RELEVANCE TO CLINICAL PRACTICE
Spiritual care is as important as physical care, and supporting patients as they approach the end of life is central to ensuring that the best holistic care is provided. However, nurses and healthcare professionals need to have the skills to address this issue. With appropriate training, nurses and healthcare professionals gain an appreciation of their patients' spirituality and are better able to appropriately assess and explore patients' spiritual needs.
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